Dermatologists and radiotherapy by Weinbren, M.
31 Mei 1958 S.A. TYDSKRIF VIR GENEESKU DE 565
TABLE IV. I CREJ\SE I SERUM AMYLASE ACTIVITY DURI G TREATMENT
Type ofSkim- Average values (Somogyi units) Regression
med Milk Curves·
Spray-dried 52 117 118 119
Spray-dried 45 92 105 127 Y=47·27+44·92
acidified x-6·36x'
• These equations represent regression curves of rise in serum
amylase activity (Y) against time (X) during treatment with the
different varieties of skimmed milk. Due to a flattening of
the curve at the 1st week, a parabola could not be fitted on the
values obtained in the spray-dried group.
The Effect on Nitrogen Absorption and Retention
It can be seen from the data in Table V that the amounts of







117 128 147 Y = 62 .8+53 .79 x
-9'02x'
obtained for the 3 group. itrogen balance tudie, perform-
ed on 2 male patient from each group, howed high retention
of nitrogen in all cases.
The results therefore indicate that roller-dried kimmed
milk of high quality which has been properly packed and
stored can be as effective in initiating cure a pray-dried
kimmed milk either with or without added lactic acid. This
finding i of economic importance becau e drum-drying i
cheaper than spray-drying.
Thi paper i published with the permi ion of the South African
Council for Scientific and Industrial Research. The authors wish
to express their thanks to Prof. J. G. A. Davel fOI clinical facilities
and advice, to Dr. F. Schweigart and Mr. D. J. de Lange for
laboratory help, to Dr. H. S. Steyn for the stati tical analy is of
results, to the Superintendent of the Pretoria General Hospital
for his permission to publish this report, and to Dr. W. I. M.







Diet W~;gh( Nitrogen exeretioll exeretion Nitrogen % Nitrogen % Nitrogen
(kg.) Intake of Ni/rogt'll of Nitrogen retention reUntioIJ absorption
mg./kg./day mg./kg./day mg./kg./day mg./kg./day
Roller-dried skimmed milk 5'5 695 285 36 77
Roller-dried skimmed milk 7·8 726 181 63 88
Spray-dried skimmed milk 8·6 797 61
Spray-dried skimmed milk 8·0 523 75
Spray-dried acidified skimmed milk 8·0 490 244 266 54 73
Spray-dried acidified skimmed milk 10·3 658 301 357 54 3
of the fact that an impairment in the absorption of nitrogen is
usually found in acute kwashiorkor,15-17 As, however, the
number of patients studied was small, all that can be said is
that nitrogen retention was satisfactorily high, irrespective of
the variety of dried milk used.
SUMMARY AND CO CLUSIO S
Sixty Bantu infants admitted to hospital with kwashiorkor
were-divided in a random manner into 3 equal groups. During
a period of 3 weeks one group was given a roller-dried
skimmed milk, another group a spray-dried skimmed milk
and the third group a spray-dried acidified skimmed milk.
o significant difference could be detected between the
three therapeutic groups as regards initiation of cure or in-
crease in serum amylase activity.
Initially there was a more rapid rise in the serum albumin
content among the patients who received the spray-dried milk
than ~mong the remaining patients, but after 3 weeks no
significant difference could be detected between the values
Holman for his intere t and advice in connection with the prepara-
tion of the manuscript.
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DERMATOLOGISTS AND RADIOTHERAPY·
M. WEINBR£ , B.Sc., M.R.C.S., L.R.C.P., F.F.R., D.M.R.E., Johanneshurg
1. Dr. Loewenthal's paper is but a continuation of the discussion
in the Journal during 1950-51 on a portion of Dr. Charlton's
paper! which dealt not only with skin diseases, but also with
radiation therapy in benign conditions generally.
2. Dr. Loewenthal did not give the -references to those who took
part in the discussion or even to Dr. Charlton's paper but merely
referred to 'one radiologist' and 'another radiologi t' and 'a
dermatologist: so that radiologists and dermatologists who were
present at the meeting in Durban, and many of your readers who
·Submitted as a comment OD Dr. Loewenthal's Congress paper) which was
published under the above title in the Jaurnal of 28 December, 1957. A summary
of longer original article.
wished to do so, could not check Dr. Loewenthal's ver ion of
what rook place.
3. Why Dr. Loewenthal had to brood for 8 years on thi subject
before joining the discu ion it i difficult to understand. \ hen
he had the opportunity 7 years ago to discu the matter, hi only
contribution was a few lines of verse, which contained neither
medicine nor dermatology nor radiology nor poetry.
The arguments and the terminology used by Dr. Loewenrhal
are so trikingly similar to the letter by Sulzburger3 and others
in their controversy with Professor Chamberlain, which Dr.
Loewenrhal call the 'fir t attack on dermatologi ts: Ihat one
cannot help feeling that it was the publication of these letters
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which supplied Dr. Loewenthal at last with the ammunition and
material for hi paper in 1957.
Dr. Loewenthal ignores, for in tance, the fact that Dr. Charlton
in the techniques he described treated many skin condition at
60 KY and there was very good reason for his techniques when
he used higher KV; but Dr. Loewenthal ays that the apparatus
of radiologists is unsuitable for dermatological conditions. The
o-ealled uperficial skin units which 010 t dermatologi ts possess
go up to 120 K ; only a few have the Dermopan, which goes up
to 60 K Y. So a dermatologi t who has a unit going up to 120 KY
can legitimately, according to Dr. Loewcnthal, use that unit at
60 KY but, if by any chance the radiologi t has a unit which goes
up to 200 KY and can still be used at 60 KY, thi unit i unsuitable
for dermatological purpo e . A a maller of fact, 010 t radiologists
have pecial superficial unit of the 45 to 60 K V type, and it was
Cipollaro himself who in an wer to a question by the late William
Harri stated that dermatologist could not have 45 to 60 KY
units because they had to have units which could cover larger
fields and, therefore u ed the higher kilovoltage units.
4. In the present article Dr. Loewenthal does not use poetry,
but has changed to fanciful prose with references to bull-fights and
matadors with which he choose to de cribe 'my own contribu-
tions to the di cu ion some 8 years ago,'", • but again without
giving the reference.
5. Jf Dr. Loewenthal had given the references, one would have
been able to see that after appealing for the 'rules of polite debate'
he promptly mi quotes Dr. Charlton. Dr. Charlton had tated that
the X-rays do not kill the spores of fungi. Dr. Loewenthal in his
quotation leaves out the 'not and then on this misquotation
proceeds to build up what he considers a case against the treatment
by radiologists of dermatological conditions. Even if Dr. Charlton
were wrong, does the fact that one radiologi t makes a mi take
prove anything'?
6. Dr. Loewenthal' attack on Dr. Charlton and his misquota-
tion' without giving the references will be deplored not only by
radiologi ts but, I am convinced, by all dermatologists. Dr.
Charlton retired some years a~o after holding the senior radio-
logical appointment at the Johannesburg General Hospital for
16 years and after 25 years as a senior practising radiologist.
It is doubtful whether Dr. Charlton, who is no longer in Johannes-
burg, will ever ee Dr. Loewenthal's paper and, even if he did,
it is unlikely that he would be bothered to reply to an attack
made on an unnamed radiologist.
7. Dr. Loewenthal refers to two attack made on dermatologists
by radiologists. In what he calls the first attack (here he supplies
the reference) he gives his ver ion of the controver y between
Professor Chamberlain and the American dermatologi t. Pro-
fe sor Chamberlain, a recognized authority tl1roughout the world,
gave a press interview in 1956 after the Geneva Conference on
Radiation of 1955. He made two point~. One was that radiation
wa u ed far too frequently in benign dermatological conditions
and that the dermatologists were the main culprits (up to 99%).
His econd point was that when radiotherapy had to be given
it should be given by radiologist.
Seven senior dermatologists in the US wrote letters to the
Archives 0/ Dermatology protesting at Dr. Chamberlain's making
his views public and, although they resented Dr. Chamberlain's
view that radiotherapy hould be given by radiotherapist. they
resented s ill more the fact that Dr. Chamberlain said that X-ray
therapy was being used far too frequently for benign conditions
and that the dermatologists were the main culprits.
The arguments put forward by the dermatologists are embodied
in Dr. Loewenthal' paper. They came out with the usual state-
ment (I) that radiotherapi ts have not got suitable machine for
treating skin conditions, (2) that radiotherapists cannot know
anything about kin condition, and (3) that becau e dermatolo-
gists in the US to obtain the Diploma of the American Board of
Dermatologists, have to show that they have had 5 years' experi-
ence in radiotherapy, the dermatologists are much better equipped
to treat patients than radiologi ts are. Some of the writers of these
lellers are the very people who wamed the American dermatolo-
gists not to undertake X-ray therapy unless they were adequately
trained. It follows, therefore, that there must be many derma-
tologists who have not had the 5 year' radiotherapy training
mentioned in ome of the letters.
Dr. Loewemhar ersion of the controversy leaves out com-
pletely the poim made by Professor Chamberlain that -ray
therapy is u ed too frequently by dermatologists, phy icians and
radiologists in benign skin condition, and that dermatologist
were the wor t offenders.
One would think from Dr. Loewenthal's version that Professor
Chamberlain, whom he belittles with various sneers and to \ hose
statu he does not do justice, was completely crushed, but no
impartial observer would accept this version.
8. In his version of the econd attack, although he refers to
an article published in 1949 and the subsequent discus ion by
radiologist and dermatologists in 1950 and 1951, he does not give
the references. The article wa written by Dr. Charlton' and Dr.
Loewenthal merely refers to him as 'a radiologist,' misquotes him,
and then goes on to build up a case against radiologists treating
skin conditions. He refers to the discussion on this paper by
'another radiologist.' who happens to be myself. I published two
leller " • on tbe ubject, in which I gave a list of some of the
hospitals in London and Great Britain in which the dermatologist
was not allowed to treat kin conditions by radiotherapy, and in
others where the dermatologist was permitted to treat skin condi-
tion in the hospital but only up to a total dosage of 500-600 r.
1 mentioned that in Sweden dermatologists were not allowed to
treat any cases with X-ray, and that at a hospital in Sydney,
Au tralia, the dermatologist prescribed the doses for benign
conditions but the radiologist supervised this dosage and malignant
conditions were seen by the dermatologist with the radiologist.
I al 0 mentioned that Dr. Cooper, of Brisbane, and Dr. Bray, of
Sydney, who is in charge of the radiotherapy department, in-
formed me that the dermatologist is not permirted to treat malig-
nant skin conditions. He is only allowed to prescribe up to 500 r
for non-malignant conditions.
Dr. Loewenthal's version of this, 8 years later and without
giving the reference, was as follows; 'We were given an impressive
list of countries in which (so he had been informed) the dermatolo-
gist is either forbidden to use X-ray therapy or is limited to using
it in small doses. Personal enquiry in many of these countries
has convinced me that the radiologist's leg had been pulled with
incredible ferocity.' He also goes on to state that 39 out of 41
participant countries stated that the dermatologist had the right
to practise X-ray therapy.
Can there be anything more misleading and inaccurate than Dr.
Loewenthal's version? I mentioned a number of hospitals in
Great Britain and Stockholm and two in Australia. Dr. Loewenthal
calls this an impressive list of countries and states that he had made
personal enquiry in these coutries. He is careful not to state that
he made enquiries in the countries r mentioned. He tells us several
times that he had attended the Congress at Stockholm. Will Dr.
Loewenthal tell us whether he made enquiries in Stockholm and
whether dermatologists there are allowed to use X-ray therapy
either in hospital or private practice? Will Dr. Loewenthal state
whether he made enquiries at the hospitals r mentioned in London
and Great Britain and whether my statement was true or not?
Dr. Loewenthal tells us he attended a conference in Great Britain,
and so he mu t have had ample opportunity to find this out.
Will Dr. Loewenthal tell us whether he confirmed my statement
with the Sydney and Brisbane Hospitals in Australia? He does
not tell us whether Australia was one of the countries in which
he had made personal enquiry.
Tactics of this description and this method of debate, inci-
dentally after calling for the 'fair rules of debate,' surely cannot be
condemned too strongly. 11 is an insult to people reading this
JOl/rnal to attempt to put such statements across. From whatever
angle one looks at it, it must be condemned. Dr. Loewenthal did
not give the references; did he bother to read the original letters
on which he based this paper?
Every section of his paper contains statements of similar type
and value. He tells us for instance 'that one of the justifications
for radiotherapy by dermatologists is that dermatologists have
been and are still responsible for many advances in radiotherapy
in many countries'. He gives a reference presumably to prove this.
This reference, Strahlentherapie, 1950 cannot be obtained in any
library in this country. The article by R. Schmifz to which he refers
does not give the ad ances made by dermatologists; it is a histori-
cal review and contains the names of many physicists and radiolo-
gists. This reference to R. Schmitz is, however, given in a booklet
called the 'A.RC. of the Dermopan' prepared by Dr. E. H. Graul
for the Siemens Co. and given away to customers.
9. These absurd claims for priority for dermatologists and the
amount of work they have done on the subject, are taken from the
merican dermatological literature. For in tance, Osbomei states,
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'Many of the oUl~tanding contributions through the years in
radiology have been made by dermatologists'. Many of the Ameri-
can dermatologists make similar statements. It is rather signifi-
cant, however, that 22 of the 30 referen es given in thi little book
on the Dermopan refer to articles in the radiological literature.
I do not think it is an exaggeration to say that for every derma-
tologi t who has made any contribution to radiotherapy, there
are hundreds of phy icists and radiologists who have done so.
One is surprised that Dr. Loewenthal does not claim that every
dermatologist hould be allowed to use radium or radon either as
urface applicators or for interstitial use becau e the first radium
bum su tained by Becquerel himself in 1901 was diagnosed a a
radium bum by a dermatologi t, Be nier.
10. I must draw attention to Dr. Loewenthal' talement: [
al 0 wish to make it clear that no respon ible dermatologi t would
uggest radiotherapy should be used by tho e who e speciali t
training has not included adequate instruction in the ubject. [
a ociate myself with those who would forbid the use of radiation
therapy to dermatologists not specifically trained in thi method.'
If that is so, why does he object to radiologi ts making this tate-
ment? Any dermatologist, \ hether he has had thi adequate
training or not, may buy an X-ray machine and treat patients.
A dermatologist is not compelled to have any X-ray training and
can register as a dermatologist without giving evidence of any
uch training. How then is the patient to know whether a derma-
tologist using an X-ray machine has or has not had this training
in radiotherapy?
11. He tells us he is on the International Committee of the
Education of Dermatologists, which apparently decided last year
in tockholm that there should be 3 months' full-time instruction
for dermatologists in radiotherapy. It follows, therefore, that
hitherto dermatologists have not been compelled to have uch
3 months' instruction; nor are they compelled to have it at present.
His description of some of the dermatological clinics on the
Continent has nothing to do with the question of whether derma-
tologists on the specialist's register in South Africa are qualified
to u e X-ray therapy or not. South African dermatologist, with
possibly one or two exceptions, were not trained on the Continent.
12. His section on the treatment of skin diseases by radiologists
is also a paraphrase of some of the arguments used in the American
literature. He again states that he knows of radiologists who have
actually treated 'foot ringworm'. It is difficult to understand why
Dr. Loewenthal is so virtuous about foot ringworm unless it is but
an attempt to use a stick with which to beat Dr. Charlton. The
eminent Cipollaro in his letter in the controversy with Dr. Chamber-
lain mentions the value of X-ray therapy in foot ringworm and
the book by MacKee and Cipollar07 recommends X-ray therapy
for dermatophytoses of the feet under certain conditions; so
do some of the radiological books I have quoted. [t is difficult to
understand how a man of status in his own section of the profes-
ion could use futile arguments such as this. Even if there were a
radiologist who had used X-ray therapy erroneously, what does
that prove?
He cites as the second criticism 'the unsuitability of the X-ray
equipment' generally used by the radiologist for the treatment
of skin conditions. Dr. Loewenthal's ignorance of radiologists
and their apparatus i simply amazing. He does not seem to realize
that even a deep therapy unit may be operated at a low voltage
uitable for skin diseases. This argument, too, is of course taken
from the letters to which Thave alreac1y referred. He says radiolo-
gists' treatment of skin conditions rely 'on heavily filtered pene-
trating high-voltage radiation which is delivered to deeper truc-
tures where it is ... potentially dangerous'. It is di fficult to des-
scribe nonsense of this type. Quite apart from the fact that deep-
therapy units can generally be operated at low voltage, radio-
therapists have other X-ray therapy machines available. Tt is the
dermatologist who has to rely on a ingle machine.
13. Dr. Loewenthal becomes quite lyrical on the subject of the
beryllium window used in the tube for Grenz-ray therapy. He
does not seem to know that for years there have been deep therapy
machines with beryllium window available. His enthusiasm for
Grenz-ray is unbounded and he refers to a flood of publication,
but only gives references which cannot be obtained in thi country.
An a es ment of the value of Grenz rays may be obtained from an
address by Profe sor Pillsbury8 and the subsequent discu ion.
There i nothing that a dermatologist can do with Grenz rays that
a radiologist cannot do with X-ray. Dr. Loewenthal repeats the
argument of the merican dermatologi ts to which I have already
referred that the d rmatologi t know exa tly the depth of the
lesion and that the -ray therapi t therefore cannot treat these
lesion. It is the e traordinary ignorance of what radiotherapi t
treat and how they go about it on the part of Or. Loewenthal and
the other dermatologi t that makes it quite fru trating and hope-
le s to debate with them. A radiOlherapi t i apparently able to
treat a carcinoma of the larynx, a carcinoma of the brea t or a
carcinoma anywhere el e and he is expected by the speciali t in
those particular branches to do o. A radiotherapist can work
out the dosage to be delivered in depth to these tumours, but
when it comes to the skin he ju t cannot do it. He cannot look
up a chart and ee what the penetration is at 50 KV, say, for a
certain area and certain focal kin di tance. It i ju t beyond the
radiologi t's capacity!
He refer to total bod radiation at 50 KV and again there i a
reference to a journal which cannot be obtained in thi ountry.
He does not seem to know that total body radiation has been
practised for years, at various voltag and variou inten iti ,
uch as the Heublein technique at the 1emorial Hospital in ew
York.'
Dr. Loewenthal mentions that dermatologist use i otopes and
refer to thorium x. '• The u e of thorium X in this country i
forbidden without the special permi sion of the Atomic Energy
Board or the C.S.I.R., and there i no dermatologist who could
have used isotopes or is qualified to use isotopes in South Africa
or would be permitted to use them.
The main i ue, however, which Dr. Loewenthal avoid, is
that South Africa is different from any other country in having a
pecialists' regi ter. For every peciality, rule and regulation are
laid down restricting practitioner in one peciality to that peci-
ality. A thoracic surgeon is not expected to remove a gall-bladder
no matter how much experience he ma have had of general
surgery before becoming a thoracic urgeon. Similarly, a neurolo-
gi t may have had as part of his training years of experience as a
neuro- urgeon and yet the neurologist is not permitted to operate
as a neuro-surgeon. n ear, no e and throat surgeon cannot re-
move a thyroid for thyrotoxico is although he removes a larynx
for a carcinoma. 0 specialist in any other branch of medicine
would dream of putting up an X-ray apparatus to treat his patients
or would be permitted to do o. X-ray therapy is part and parcel
of the treatment of carcinoma of the breast; will a general surgeon
ever put up an X-ray unit to treat it?
Clinicians of the Memorial Hospital, ew York, all had more
radiotherapy training than dermatologists are expected to have
. and yet the scheme for the prescribing by clinician of lheir own
therapy was a failure and it has been abandoned.
14. The S.A. edical and Dental Council either did not expect
dermatologists to do X-ray therapy or overlooked the fact that
they might do it, and lherefore did nol lay down any regulation
that dermatologi ts who wish to practi e X-ray therapy mu t
show proof that they are competent to do it. It is pos ible for a
dermatologi t who has not had training in X-ray therapy and i
not competent to do it to buy an X-ray machine and proceed to
treat his patient merely after reading the little book on the Dermo-
pan or not even that.
The public knows we have a specialists' register. Does it
not follow that a patient going to a dermatologist for treatment i
under the impression that when a dermatologist u e an X-ray
machine he i invariably competent to do 0; the patient is thus
being misled. The patient thinks that he i being treated by a
specialist in radiotherapy. I cannot visualize the dermatologist
saying to hi patient, 'I am a pecialist in dermatology and
not a speciali t in X-ray but I will give you treatment all tbe same'.
The dermatologist sees patients who come directly to him a
well as those who are referred to him, not necessarily for X-ray
therapy. There are, therefore, several objections a ociated with
the scheme of X-ray therapy by dermatologi ts. The patient
may, and frequently does, according to Profes or Chamberlain,
a radiologist, and Professor Pillsbury, a dermatologist, receive
X-ray therapy when it is unnecessary and when the condition
could have been cleared up with ordinary dermatological treat-
ments only. Small do es of X-ray given at weekly intervals up to
a maximum total of 400 or 50Q r will not do the patient any harm
and it will never be po ible to say whether the patient would or
would not have improved to the same extent without X-ray
because, in general, the treatment i uncontrolled." The second
objection i that a dermatologist, inexpert and untrained, in
radiotherapy may overdo thi treatment and do the patient
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harm, as Profes or Chamberlain, a radiologi t, and Profes or
Pill bury, a dermatologist, have demon trated.
15. What is the po ition with the radiotherapi t? A radio-
therapist does not see patients directly. They are always referred
by another speeiali t or general practitioner. The patient i there-
fore as ured that X-ray is only being given after every other remedy
had failed and that X-ray therapy is the recognized method of
treatment for hi particular condition. The patient also has the
assurance that the radiotherapist has shown the Medical Council
that he ha had the minimum amount of training and qualifications
to undertake therapy, and the patient remains under the control
of hi own doctor, who may stop the treatment if he is di ati tied
and to whom the radiologist has to report on the progre s of the
patient.
Dr. LoewenthaI's contention that the radiotherapist knows
nothing about skin di ease i urely nonsense. The ear, nose and
throat man might argue that the radiotherapist knows nothing
about carcinoma of the larynx or the surgeon might argue that
the radiotherapi t knows nothing about carcinoma of the breast.
Dermatological conditions are the easiest and simplest to treat
with radiotherapy. I have indicated that the vast majority of
dermatological conditions are treated by dermatologists with
the simple formula of 75 r once a week up to say 500 r, or 200
Grenz rays per week up to 800 r. Tt i only in localized conditions
that more is given. Radiotherapists, as a rule, use much smaller
doses than dermatologists. Lectures on radiotherapy of derma-
tological conditions are given as part of the diploma for radio-
therapy and be it noted that at these lectures dermatologists are
permitted to attend.
It is abundantly clear that many noted dermatologi t and
radiotherapists consider that the use of X-radiation in the treat-
ment of skin disea es i badly overdone and more often than
not is unnecessary. One need only refer to the article by Twiston-
Davie, dermatologi t at the Manchester-Salford Ho pital for
Skin Disea es, to realize the difference of opinion among t derma-
tologists on the value of X-ray therapy even in such conditions
as eczema, for which X-ray therapy has been such a popular
method of treatment. He states for in tance: 'I also have the im-
pression that during the war years 1939-45 I did not see a single
soldier who was helped by X-ray and that since the war 1 have
seen only one patient with eczema out of a grand total of about
50,000 new cases seen who responded at all impressively.' He
summarizes the whole po ition as follows: 'Disgui e or uppres-
sion of the truth i bad for science, blunts our own powers of
perception, and must even come under the suspicion of being bad
for the patient.' It is difficult to believe that with modem views
on the value of X-ray therapy in dermatology any private derma-
tologist can find sufficient patients to treat in his own practice to
ju tify the employment of a full-time radiographer or even the
purchase of an X-ray machine.
16. Dr. Loewenthal's affirmation of the necessity for training
in radiotherapy does not alter the fact that a dermatologist can
give this treatment in South Africa as well as elsewhere, in spite
of the specialists' register, without such training. It is time that
the Medical Council took cognizance of this position. I know of a
number of dermatologists who have had many years of experience
at radiotherapy but I am afraid that many dermatologists have
not. There are other dermatologists who have courageously re-
fu ed to buy X-ray machines.
The solution of this problem of the dermatologist and radio-
therapy lies in one of the following two di rections:
(i) That the Medical Council should lay down a standard of
radiotherapy for the dermatologist before putting his name on
the specialists' register or, as the position is with all other speci-
alities, that the dermatologist should stick to his own speciality,
which is dermatology and not radiotherapy.
(ii) The Medical Council created a specialists' register for the
protection of the public. Why is not this protection extended to
the public, therefore, as far as X-ray therapy by dermatologists
is concerned? The Atomic Energy Board has also laid down rules
to protect the public from unnecessary radiation. Why does it
not take action against dermatologists who have used thorium X
without permission when it is so anxious that radiologists should
observe the rules and regulations pertaining to radio-active sub-
stances?
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MEDICAL EDUCATIO IN TORO TO
ROBERT M, lA 'ES, EmerilUS Professor of Surgery, Universily of Toronto; Sir Arlhttr Sims, Commonwealth Travelling Professor *
There are certain interesting parallels in the historie of South
Africa and Canada. Important Dutch ettlement occurred in
South Africa in the latter part of the 16th and the early part of
the 17th centuries; at about the same time early French settlement
was taking place in Canada. Important British settlement in
South Africa took place in the latter part of the 18th and early
part of the 19th centuries, in wh.ich period much the same thing
was happening in Canada. When South Africa was discovering
its first diamond the provinces in Canada were undergoing federa-
tion to form in 1867 the Dominion of Canada.
1 u peet that there was a somewhat similar pattern in the
disea es which plagued the early settlers. Scurvy wa rife on
ships coming to Canada and, during the long winter month,
in the ettlement. It was relieved and later prevented by 'spruce
beer' made by boiling bruised branches of the spruce tree in
water. It was at approximately the same time that Captain Cook
was discovering how to combat scurvy at sea and lime-juice
came to be served daily to the Briti h navy. Smallpox which had
been brought to Mexico by Spanish troops spread from there to
the orth American Indians and took a terrific toll in Canada
of Indians and white settlers.
Mo t of the diseases that were common on overcrowded hips
of the time were brought to Canada-yellow fever, typhu , typhoid
fever, A iastic cholera, dy entery and diphtheria. There was a
tremendous migration to Canada from Ireland after the potato
• This appointment is made by the Council of the Royal College of urgeons
of England on the rccommendation of an Ad\ i ory Board consi ring of 1embers
from the other Commonwealth counrrie. Professor Jane visited the Union
of South Africa for 5 weeks in February and Marcb 195,.
famine and the mortality on the emigrant ships ran from 6 to 12%
of the total number of passengers,
HOSPITALS ANI! MEDtCAL EDUCATION
I had expected to find that medical education had been established
in French Canada (Lower Canada) much earlier than in Ontario
(Upper Canada), but this was not the case, The first Canadian
ho pital, the Hotel Dieu in Quebec, was founded in August 1637
by the Duchesse D'Aiguillon and the Augustine Hopitalieres
of Dieppe. It was the first hospital established in orth America
north of Mexico and it held its tercentenary celebration in 1939.
A little more than 300 years after this contribution to Canada
from Dieppe, Canadian soldiers held a less happy rendezvous
in the old city. 0 effort was made by the French prior to the
British conque t of Canada to establish a school of medicine in
Quebec. The sy tern of apprenticeship, together with an inter-
mittent migration of French physicians to the colony, apparently
sufficed to meet the needs of the time.
The Montreal General Hospital was founded in 1818 and
here the first effort was made to organize a medical school when,
in 1822, Dr. Stephensoll began a ericli of lectures. Two years
later the Montreal Medical Institute, the precursor of the medical
faculty of McGill, was established. Almost at the same time,
1824 Dr. Rolph and Dun combe tarted a school of medicine
and a hospital for clinical teaching in SI. Thomas, Ontario. A
few year later this school was re-e tablished in Toronto. After
that everal were started in rapid ucce ion-King's College,
Toronto. in I 42; L'Ecole de Medicine et de Chirurgie de Mon-
treal in I 43; in Quebec in I 47 the Incorporated School of
